The paper by Giacchino and his colleagues,7 on which your recommendations for management are so clearly based, was criticised in the subsequent discussion for its conclusions that colonoscopy should not be performed and it is surprising that you should perpetuate this erroneous conclusion.
Diet and ulcerative colitis SIR,-We read with interest the communication of Dr J R Thornton and others (2 February, p 293) on diet and ulcerative colitis. Since we had observed that patients with Crohn's disease eat more refined carbohydrates and sugar than their matched controls (177 g/day versus 74 g/day),1 we were interested to know whether patients with ulcerative colitis have the same dietary intake.
The nutritional habits of 114 patients with ulcerative colitis were investigated by means of questionnaire and compared with a control group of 114 persons matched by age, sex, and social status. In contrast to the patients with Crohn's disease patients with ulcerative colitis did not have an increased consumption of refined carbohydrates-94 g/day versus 78 g/day, which comes very close to Dr Thornton's results. However, they consumed significantly more cereal products and potatoes and significantly less milk products, coffee, tea, fruit juices, vegetables, fruit, and alcohol than the control group. Recurrent abdominal pain in childhood SIR,-I was interested in reading your leading article about "Recurrent abdominal pain in childhood" (26 April, p 1096). While I agree with its contents, as a GP I was surprised that you had not mentioned mesenteric adenitis. In my experience this is extremely common in children, it is recurring, and often it is not accompanied by any other abnormal physical signs. There are two other conditions I thought you might have mentioned because they are so common: constipation, and pain in girls nearing menstruation-sometimes a year before it.
These are very common conditions taking up a great deal of our time, but it is very reassuring to know that the huge majority of abdominal pains in children have no serious underlying pathology.
P C BRUNNER Pinner, Middx HA5 2BS
Distinguishing direct and indirect inguinal hernias SIR,-Mr D N L Ralphs and others (12 April, p 1039) have shown clearly how unreliable are the features of distinction between direct and indirect inguinal hernia listed in surgical textbooks, apart from the agreed fact that a scrotal hernia is indirect. The application of certain simple observations, however, can make an accurate distinction in 90% of cases and has the advantage that the patient is not subjected to the discomfort of digital exploration of the external ring.
Firstly, the common type of direct hernia due to muscular weakness is usually bilateral, although the patient may be aware of only one hernia. Secondly, simultaneous bilateral indirect hernias are uncommon, but the development of a hernia in a patient who has had a previous operation for hernia on the opposite side usually indicates that the hernia is indirect. Thirdly, an indirect hernia may on occasion be difficult to demonstrate without some exertion on the part of the patient and some manipulation is often necessary to reduce it. Lastly, a direct hernia cannot be masked and inevitably appears when the patient stands and rarely requires any manipulation to reduce it when he lies down.
Admittedly the unilateral direct funicular hernia and the "pantaloon" sac of the combined direct and indirect hernia are sources of error, but they comprise only a small percentage of inguinal hernias. Many direct hernias are symptomless and it is surprising how many middle-aged and elderly patients will opt for conservative treatment of direct hernia when assured of its safety by a confident surgeon.
W M BEATTIE Liverpool L18 3EB
Prophylaxis of surgical wound sepsis: cardiac pacemakers SIR,-Your recent leading article (19 April, p 1063) draws attention to points of importance and relevance in the implantation of permanent cardiac pacemakers, where infection may prove hazardous. Most pacemakers are now implanted by the transvenous or endocardial route,1 2 without the need for a thoracotomy.
The incidence of infection is of the order of that quoted for other "clean" procedures and varies in reported series from zero to 12-6%.2-5 Not only does infection cause considerable suffering and expense but it is also occasionally the cause of death.
The organisms mentioned in your article are responsible for the bulk of pacemaker infections and in those cases infected with Staphylococcus aureus it is considered necessary to explant all foreign material to eradicate the infection. 6 The patients are often dependent on their pacemaker for an effective ventricular rate and must necessarily be protected by having a second pacemaker implanted before removal of the infected material. This may be a temporary pacemaker or a second permanent system provided there is a clean, safe site for its insertion.4 The potential risk of infective endocarditis means that both pulse generator and electrode should be removed.7 Sometimes the endocardial lead is firmly adherent to the right ventricle because of fibrosis and can be removed only by right atriotomy. This has proved necessary in persisting or severe infections.7
Most authorities employ prophylactic antibiotics for new primary implantations, although there are many different recommended regimens.8 Opinion is still divided over the use of surgical drains for the pulse generator pocket, and over the use of prophylactic antibiotics for pulse generator replacement operations.5 6 8 9 N PAUL SILVERTON University Department of Cardiovascular Studies, Leeds LS2 9JT Fishman NH, Hutchinson JC, Edmunds LH, et al.
Amn ' Surg 1970; 120:187-91. Unrecognised dehydration during parenteral nutrition? SIR,-We agree with Dr C C Wise's (19 April, p 1086) correction of the osmolality of Glucoplex 1600 quoted in Drs R W G Prescott and J C Stoddart's letter (22 March, p 847) and have found the osmolality (by freezing point depression) of clinically useful amino-acid and glucose mixtures in a bag delivery system using Aminoplex 12 and the Glucoplex solutions (1000 and 1600) range from 1400 to 1900 mmol (mOsmol)/kg. His letter and that of Dr R G Wilkes (p 1087) indicate that the water derived from the breakdown of glucose to carcon dioxide and the water released in protein synthesis is such that "effective" water content of such intravenous feeding mixtures approaches 100% if the glucose is "burnt." Indeed, if the carbon chains of amino-acids infused in intravenous feeding preparations are catabolised to carbon dioxide there may even be a net gain of water.
While glucose is the energy source of choice in the severely ill patient it is important to give only those glucose calories which can be metabolised. The blanket figure of 0-8 MJ (200 kcal) per gram of nitrogen should be abandoned. Long et al showed an improvement in nitrogen balance with increasing carbohydrate intake until the calorie value is equivalent to the patient's metabolic rate, although further enhancement of positive nitrogen balance was achieved by adding exogenous insulin.' It should be remembered that the metabolic rate is low in the "ebb" phase of injury and hence such patients may require a calorie: nitrogen ratio of less than 100:1 whereas those in the "flow" phase may utilise in excess of 200:1. The appropriate rate of infusion of calories may be judged by "titrating" the reponse of nitrogen balance against calorie input while maintaining blood glucose
